increases in PFS and OS (17% and 10%, respectively) for locally advanced MIBC were greater compared with the absolute increases for MIBC.
INTRODUCTION AND OBJECTIVES: Neoadjuvant chemotherapy (NAC) achieves pathologic down-staging and improves survival for patients undergoing radical cystectomy (RC) for muscle-invasive bladder cancer (MIBC). However RC has a high rate of morbidity and mortality, and major impact on quality of life. The objective of this study was to investigate the clinical outcomes of patients with MIBC who were treated with NAC and then refused subsequent immediate radical cystectomy (RC).
METHODS: We retrospectively assessed the data of 74 patients with T2-4aN0-1M0 who underwent maximum transurethral resection of bladder tumor (TURBT) followed by NAC and then refused immediate RC from 2006-2018. Clinical restaging was performed with imaging and 2nd-TURBT after NAC. Non-invasive down-staging (NID) was defined as non-invasive tumor (cT0/Ta/T1N0) on 1st-TURBT after NAC and absence of tumor on the 2nd-TURBT. We evaluated the response to NAC, and assessed overall survival (OS), and cystectomy-free survival (CFS) according to the response of NAC.
RESULTS: Twenty four (32.4%) patients achieved cT0N0, 16 (21.6%) demonstrated cTa/T1N0, and 34 (46%) remained MIBC on 1st-TURBT after NAC. Twenty patients with residual tumor on the 2nd-TURBT received delayed RC (RC group), while 40 patients with NID and 14 patients with non-NID who refused RC were placed on a strict active surveillance and delayed intervention. Six (11%) relapsed with muscle invasive tumors, and proceeded to salvage RC. At median follow-up of 35 months (5-120 months), 5-year OS rates in the entire cohort, RC group, patients with NID, and non-NID were 68.5, 73.2%, 86% and 48.2%, respectively. 5-year CFS rates in patients with NID, and non-NID were 88.7% and 41.1%, respectively. Kaplan-Meier analysis of OS and CFS demonstrated significant differences between the groups (Figure) .
CONCLUSIONS: Conservative management may be a reasonable option in highly selected group of patients with MIBC who achieved non-invasive down-staging (cT0/Ta/T1N0 on 1st-TURBT and no residual tumor on the 2nd-TURBT after NAC) with NAC, although careful surveillance and rapid identification of relapse is critical in the management.
Source of Funding: none

MP26-06 SIGNIFICANCE OF FRAILTY ON TREATMENT SELECTION (RADICAL CYSTECTOMY OR BLADDER PRESERVATION THERAPY) IN PATIENTS WITH MUSCLE-INVASIVE BLADDER CANCER
Shingo Hatakeyama*, Atsushi Imai, Hayato Yamamoto, Teppei Matsumoto, Osamu Soma, Takahiro Yoneyama, Yasuhiro Hashimoto, Takuya Koie, Chikara Ohyama, Hirosaki, Japan INTRODUCTION AND OBJECTIVES: Although measuring frailty is important to estimate risks and to aid shared decision making, the impact of frailty on surgical indication in muscle-invasive bladder cancer (MIBC) remain unclear. We aimed to investigate the impact of frailty on treatment modality selection in patients with MIBC.
METHODS: Between October. 2013 and June 2017, we prospectively underwent frailty evaluation in 102 patients with localized or locally advanced MIBC (T2-4NxM0). Frailty evaluation included modified frailty index (mFI), Fried phenotype criteria, and frailty discriminant score (FDS). We compared frailty between the patients who underwent radical cystectomy (RC) and bladder preservation therapy (non-RC). Agreement was tested using Cohen's k coefficient. The Kaplan-Meier method was used to compare overall survival (OS). Optimal cutoff values of frailty between the RC and non-RC groups was defined by receiver operating characteristic curve.
RESULTS: Of 102, 60 and 42 patients were classified to RC and non-RC group, respectively. The median age in the non-RC group was significantly higher than that in the RC group (81 vs. 68 years). METHODS: This is a single center analysis of a prospectively collected cystectomy dataset from 4/2015 to 1/2018. The patients were divided according to stent culture results into the positive cohort ( single or multiple organism with CFU>1,000) and negative cohort (no growth, contaminated results or organism/s growth with <1,000 CFU). Measured outcomes were 90-day Urinary Adverse Events (UAE; UTI requiring inpatient or outpatient antibiotics within our institutional system or by outside report), overall-readmission rate and UTI-related readmission rates. Fisher's exact tests were used to compare rates and logistic regression was used to estimate odds ratios (OR).
RESULTS: 202 patients underwent RCIC between 4/2015 and 1/ 2018. 146 patients had complete data and were included in the analysis. There were 70 patients in the positive group and 76 in the negative group. There was no statistically significant difference in the median age, gender, racial makeup, median Charlson Comorbidity Index (CCI), median ASA score, pathological stage or percentage of patients who underwent preoperative chemotherapy between both groups. The outcomes are summarized in the table. Multivariable logistic regression analysis concluded that a positive stent culture predicted higher UTI-related readmission rate (OR[4.19, 95%CI:1.16, 15.11, .
CONCLUSIONS: A positive stent culture was significantly associated with increased 90-day UTI-related readmission rate. There was no correlation with UAE or total readmission rates. Further analysis is warranted to study whether the organisms isolated with positive stent culture correlated with organisms isolated during UTIrelated readmission episodes. Readmission incidence or severity could be mitigated by earlier, more precise antibiotic use and possibly use of prophylactic antibiotics per stent culture results. METHODS: We retrospectively analyzed an IRB-approved, prospectively collected RCUD dataset. We included adult RCUD patients diagnosed with malignancy from January 2014 through January 2018. Cohorts were divided according to scintigraphy excretion half-life (<10 minutes vs !10 minutes) and sidedness of significant scintigraphy results. Our endpoints were ipsilateral UES, 90-day readmission and urinary-source related readmission. UES was defined as evidence of obstruction on imaging associated with recurrent pyelonephritis, persistent flank pain or worsening renal function. Fischer's exact test, t-test and multivariable logistic regression were used for analysis.
RESULTS: 144 patients had complete data and underwent analysis. There was no difference in the cohorts with respect to race, age, gender, surgical approach, diversion type, pathological staging, neoadjuvant chemotherapy or history of radiotherapy to the abdomen or pelvis. Table 1 summarizes univariate analysis of outcomes. On multivariate analysis, a half-life!10 minutes predicted a higher UES for the left p[0.011) and right sides p[0.015) . A left half-life!10 had a higher 90-day readmission (OR 2.92 95% CI 1. 34-6.36, p[0.007) . The negative predictive value (NPV) for future UES if half-life<10 minutes was 90% and 92% for the right and left kidneys respectively. CONCLUSIONS: Lasix renal scintigraphy appears to be associated with an increased rate of UES and 90-day readmission rate following RCUD. Importantly, a UES in the setting of a normal renal scan (1/2 life < 10 min) following RCUD is unlikely with a NPV exceeding 90%. Future efforts will be directed towards determining its clinical and cost effectiveness as compared to other radiographic modalities
